Dr Dunkley and Dr Jawad 1 propose that a patient's flare of chronic urticaria and angio-oedema (CUA) was related to a reduction in thyroxine dosage. We have seen a patient in whom CUA was apparently exacerbated by treatment of hyperthyroidism with carbimazole. The patient, a woman of 50, first consulted us after three weeks of generalized urticaria. She had no obvious precipitating factors and was taking no medications. Thirteen months previously an episode of acute urticaria had been precipitated by a viral illness. With a short course of prednisolone this had resolved completely within three weeks. Autoimmune serology and thyroid function tests had been normal at that time. The present episode of urticaria was controlled with cyproheptadine 4 mg four times a day and cimetidine 400 mg four times a day. A routine blood test revealed FT 4 27.1 pmol/L (normal range 9.0-26.0), TSH50.02 m IU/L (0.3-5.5), T 3 28.8 nmol/L (0.8-2.5); thyroid autoantibodies were within normal range. For this biochemical hyperthyroidism she was started on carbimazole 20 mg twice daily. After three weeks she returned with generalized urticaria and angio-oedema. Sulfasalazine 1 g twice daily was added to the treatment and her rash resolved completely within days; four months later she is still in remission, taking low doses of cyproheptadine and cimetidine daily. She has stopped taking sulfasalazine. With thyroid function approaching normal, carbimazole has been reduced to 15 mg daily. We postulate that the flare of CUA was due to reduction of endogenous thyroxine by carbimazole. The possible role of endogenous thyroxine in suppressing urticaria deserves further investigation. The modern practice of a complete clinical examination derives from nineteenth century methods such as auscultation and percussion. In today's world of imaging techniques and other technologies, it is a challenge for teachers to decide which of the old techniques are worthy of preservation.
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Risk factors for neonaticide and infant homicide
Dr Michael Craig (February 2004 JRSM 1 ) should be congratulated on his excellent review. My only regret is his failure to consider the vital role played by 'help seeking and warning behaviour' as a means of preventing such tragedies.
Under the rubric of the battered child syndrome there is a substantial but largely neglected literature on prodromal events culminating in infant deaths due to violence. In the context of evaluating dangerousness, Bennie and Sclare 2 reported that '. . . five of ten patients had seen a doctor immediately preceding the crime, in some cases to complain about the child's behaviour and to seek help in management. ' Scott, 3 , in his study of 29 fatal battered-baby cases, found that '. . . three quarters of the men gave unmistakable warnings of their subsequent actions. . . . '
The importance of 'open warnings' was a major concern of Ounsted and Lynch. 4 Lynch and Roberts 5 provide a typical example:
'Two weeks before a ten-week old girl arrived in hospital, moribund with bilateral subdural haematoma, her mother had caused a minor bruising to the baby's buttocks during a feeding battle. She had demonstrated the injury to the family doctor who, not realizing the significance of this ''open warning'', reassured the mother that she had done no serious damage and prescribed a tranquilizer to calm her down.'
It is also important to appreciate that some vulnerable children are able to signal their distress in the presence of danger. Ounsted's description of 'frozen watchfulness' is well known. 4 Unusual aggressive or antisocial behaviour, as a prodromal sign, is also reported. 5, 6 Even with young infants these behaviours may have survival value. For example, in the first of several hospital admissions, a girl aged two months had a transverse fracture of the upper left humerus with displacement. The mother attributed this to a fall. Two months before her death, two social workers witnessed the child resting comfortably in the arms of her aunt. However, when her mother arrived to take her home, the child became exceedingly agitated and resisted her mother's attempts to feed her. The child's death, at the age of eighteen months, was caused by 'sub-arachnoid and subdural haemorrhaging due to blows to the head' and other findings included unexplained anal and genital injuries. 7 Ounsted and Lynch's concept of a 'critical path' leading to the tragedy has been of inestimable value to my own studies of family violence. 7, 8 This work has convinced me that the urge to kill or to severely injure a family member or members is, almost invariably, accompanied by an equal but opposite urge to be restrained from maiming or killing. However, as this insight is dependent on an unholy alliance of anecdotal reports and 20-20 hindsight, it is virtually impossible to prove. Nevertheless, effective clinical practice demands that physicians, nurses, social workers, police and others dealing with children at risk, should be extremely sensitive to help-seeking and warning behaviours. 
